Psychotic disorders and schizophrenia-spectrum personality disorders (PD) with psychotic/ psychotic-like symptoms are considerably linked both historically and phenomenologically. In particular with regard to schizotypal and schizotypal personality disorder (SPD), this is evidenced by their placement in a joint diagnostic category of non-affective psychoses in the InternationaI Classification of Diseases 10th Revision, (CD-10) and, half-heartedly, the fifth edition of Diagnostic and Statistical Manual of Mental Disorders, (DSM-5). Historically, this close link resulted from observations of peculiarities that resembled subthreshold features of psychosis in the (premorbid) personality of schizophrenia patients and their biological relatives. These personality organizations were therefore called "borderline (schizophrenia)" in the first half of the 20th century. In the 1970s, they were renamed to "schizotypal" and separated from psychotic disorders on axis-I and from other PD on axis-II, including modern borderline PD, in the DSM. The phenomenological and historical overlap, however, has led to the common assumption that the main difference between psychotic disorders and SPD in particular was mainly one of severity or trajectory, with SPD representing a latent form of schizophrenia and/ or a precursor of psychosis. Thus, psychosis proneness and schizotypy are often assessed using SPD questionnaires. In this perspective-piece, we revisit these assumptions in light of recent evidence. We conclude that schizotypy, SPD (and other schizophrenia-spectrum PD) and psychotic disorder are not merely states of different severity on one common but on qualitatively different dimensions, with the negative dimension being predictive of SPD and the positive of psychosis. Consequently, in light of the merits of early diagnosis, the differential early detection of incipient psychosis and schizophrenia-spectrum PD should be guided by the assessment of different schizotypy dimensions.
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The group of psychotic disorders mainly includes non-affective (i.e., schizophrenia and schizophreniaspectrum psychoses) and affective psychoses (i.e., mania, bipolar disorders, and depression) whose common features are positive psychotic symptoms (i.e., delusions and hallucinations) (1) . Personality disorders (PD) with positive and negative psychotic-like features are assumed to be closely related to the schizophrenia spectrum; these are paranoid PD, schizoid PD, and schizotypal PD (SPD).
Despite their low lifetime prevalence of about 2% (1, 2), psychoses cause tremendous costs, burden, and disability, already in children and adolescents (3) (4) (5) . Because a long duration of nontreatment of psychosis and its prodrome negatively impacts outcome (6) , research on an early detection and intervention in psychosis prior to the first episode increasingly gained momentum since the 1990s. By now, clinical high-risk (CHR) criteria have already been suggested for transfer into clinical practice, e.g., within the framework of the guidance project of the European Psychiatric Association (7, 8) .
The prevention of schizophrenia-spectrum PD is less clear. In the United States, the lifetime prevalence of schizophreniaspectrum PD was 9% in adults of age ≥20; with SPD 3.9%, paranoid PD 4.3%, and schizoid PD 3.1% (9) . Lower rates were reported from Norway (10) (paranoid, 2.4%; schizoid, 1.7%; SPD, 0.6%) and Germany (11) (paranoid, 1.8%; schizoid, 0.4%; SPD, 0.7%) with a higher SPD prevalence in relatives of schizophrenia patients (2.1%) (12) . Little is known about the costs and burden of schizophrenia-spectrum PD beyond their assumed role of increasing risk for schizophrenia, as they are frequently not assessed in studies of societal impact of mental disorder (4, 5) . Similarly, little research has specifically targeted their early detection and prevention beyond being a by-product of, e.g., research on early detection of psychosis (13) .
PERSONALITY TRAITS AND DISORDERS, AND PSYCHOSIS
Psychoses and schizophrenia-spectrum PD, particularly SPD, are linked historically, phenomenologically, and through shared genetic and (neuro-)biological factors (14) . This link is mirrored by SPD's placement within the ICD section for schizophrenia and related disorders and its mentioning as a related disorder in the schizophrenia section of DSM-5 (15, 16) . Because SPD and schizotypy-as well as other terms often used in this context such as psychotic-like experiences (17)-are not synonymous (18) ; in the following, we will strictly distinguish between these terms and elucidate their conceptual differences later in the manuscript (see also Table 1 ).
Historical Links
Although SPD as a diagnostic entity was not formulated until 1979 (24) , historically, its close link to schizophrenia-spectrum psychoses was earlier established by observations on two levels (25):
• the familial level: observations of peculiarities resembling subthreshold features of psychosis in the (premorbid) personality of patients with schizophrenia and their biological relatives, and • the clinical level: observations of patients with attenuated forms of Bleuler's fundamental symptoms of schizophrenia without positive psychotic symptoms or severe personality deterioration.
Thus, these personality organizations were commonly called "borderline or latent schizophrenia" in the first half of the 20th century; with focus on their pathological and dysfunctional aspects (including its function as a risk indicator for psychosis), the difference between manifest psychotic disorders and their latent forms (particularly SPD) has commonly been (mis-) assumed to be one of severity or trajectory.
Both Kraepelin (26) and E. Bleuler (27) had frequently observed signs of latent schizophrenia in relatives of schizophrenia patients that they regarded as "essentially the same as the principle malady" (p. 234) (26) and "qualitatively identical with those of the patients themselves so that the disease appears to be only a quantitative increase of the anomalies seen in parents and siblings" (p. 238) (27) . Thus, latent schizophrenia was seen as a mild expression of illness, usually not leading to help-seeking. Their and subsequent descriptions of the abnormal personality of relatives of schizophrenia patients mostly pointed towards the following core characteristics: being eccentric-odd, irritableunreasonable, socially withdrawn, suspicious, superstitious, nervous, and hypersensitive, exhibiting an aloof and cold demeanor, functioning poorly, and speaking oddly (25) .
Emphasizing the clinical link, clinical descriptions of patients emerged since the 1940s, who-though having neither familial risk nor frank schizophrenia-exhibited substantial schizophrenia-like symptoms (25) . In 1953, Rado (28) coined the term schizotype (a contraction of "schizophrenic phenotype"; engendered by a schizophrenic genotype) to describe nonpsychotic but schizophrenia-like individuals (with lifelong risk for psychotic decompensation). He assumed two major abnormalities, severe anhedonia and a distorted awareness of one's body, from which other abnormalities would result, including a propensity for cognitive disorganization and deviant, dependent social relationships.
Building up on Rado's ideas, Meehl (29, 30) used the term schizotypy to describe trait-like manifestations of schizotaxia, an integrative neural defect caused by a dominant schizogene. Relating to Bleuler (27) , the core behavioral schizotypy traits were assumed to be cognitive slippage, interpersonal aversiveness (including suspiciousness and expectation of rejection due to a negative self-image of being unlovable), ambivalence, and anhedonia, with psychosis-like features merely as accessory phenomena (18, 25) . In Meehl's model, all carriers of the schizogene are schizotaxics (i.e., a true taxon of ill individuals) and-depending on environmental influences-present with graded manifestations of schizotypy, including schizophrenia as its most severe form. Consequently, schizotaxia (as a neural defect) and schizotypy (as its manifestation) equal schizophrenialiability, while-even under the poorest environmental circumstances-a non-schizotaxic cannot become a schizotype or a patient with schizophrenia.
While the early schizotypy approach is aimed at commonalities with schizophrenia, the DSM-III taskforce (24) targeted the differentiation between what was to become SPD and other disorders, when formulating criteria for schizophrenia-spectrum PD. Broadly in line with this first definition, SPD is still described in DSM-5 as follows:
"a pervasive pattern of social and interpersonal deficits, including reduced capacity for close relationships; cognitive or perceptual distortions; and eccentricities of behavior, usually beginning by early adulthood but in some cases first becoming apparent in childhood and adolescence" (p. 89) (15) .
Thus, unsurprisingly, SPD assessments based on this disorderoriented view, formulate items conflating schizotypy with aspects of clinical relevance and distress (31) .
Current Perspective
Beginning with notions by Kretschmer (32) and Eysenck (33) , the current understanding of schizotypy was heavily influenced by the European school of temperament and is subtly but decisively distinct from Meehl's model (18) . Proneness for psychosis was no longer believed to be a gradation of illness exclusive to a discrete subgroup of the general population but to be lying on a continuum graded throughout all people, with extreme expressions manifesting as disorders. Additionally, due to Schneider's influential emphasis on positive symptoms (34), research on general temperaments included schizophrenia liability rather in terms of proneness for unusual perceptual experiences and magical/paranormal thinking than for Bleuler's fundamental symptoms [e.g., Tellegen's "Absorption" (35) or Cloninger's "Self-Transcendence" (36)] (18).
Thus, building up further on Claridge's work (37), schizotypy is currently not perceived as a single likely pathological dimension but as a multi-dimensional construct that is per se neither pathological nor equal to schizophrenia liability. Instead, at least two dimensions (positive and negative) are assumed, and it is the clustering or co-occurrence of elevated levels of them in an individual that leads to taxon-like entities like schizophrenia, SPD, or CHR (18, 38, 39) . Accordingly, factor analyses of both schizotypy and SPD measures suggest that schizotypy is best understood as consisting of the same three dimensions as found in schizophrenia: a positive, a negative, and a disorganized dimension (40) (41) (42) , although their conceptualization differs greatly (Table 1) (31, 43) . Commonly and especially in the discussion of a continuum hypothesis of psychosis (44) , most emphasis is put on the positive dimension, although Claridge's fully dimensional model considers this dimension the one that is least (inherently) associated with schizophrenia liability.
Benign Schizotypy and "Happy" Schizotypes
Thus, in contrast to the disorder-based view of schizotypy, the temperament-based models allow for the existence of benign aspects inherent to unidimensional schizotypy that, only in excess, may become pathological. This is especially true for positive schizotypy, expressing, e.g., as spiritual experiences, feelings of interconnectedness with others and/or the environment, and personal enlightenment.
The supposition that positive schizotypy and disease proneness constitute different dimensions has been argued for (implicitly but convincingly) by Claridge and colleagues (37, (45) (46) (47) who regard the difference between mentally healthy-or even "happy" (p. 255) (46)-schizotypes and schizophrenia-spectrum patients not as one of quantity or severity of psychosis proneness but as one of quality of phenomena ( Table 1 ) (18) . These qualitative differences are due to influences of other dimensions that are linked to negative and disorganized schizotypy (18, 38, 48, 49) . Being distinct from continuously distributed schizotypy, schizophrenia is, thus, regarded as a breakdown process and endpoint on a second graded continuum that starts from SPD, making it (and other disorders) taxon-like clusters of several (individually continuous) dimensions (18) .
A recent review of studies on benign schizotypy (47) concluded that high positive schizotypy in itself seems more likely to be beneficial, i.e., associated with personal wellbeing, flexible and unconventional thinking (including creativity), and favorable personality traits and psychological features (e.g., openness to experience, fantasy proneness, and spirituality). In contrast to the continuum hypothesis of psychosis focusing on positive schizotypy and in line with findings on prediction of psychoses (see below), high negative schizotypy and/or high disorganized schizotypy emerged as factors relevant to psychopathological functioning and mental ill-health (47) . Lately, the view on the positive dimension was detailed by a study of the effect of schizotypy on well-being (50) . Next to the different negative effects of negative and disorganized SPD features on all aspects of well-being, only the positive features suspiciousness (commonly only part of SPD but not of schizotypy assessments; Table 1 ) and ideas of reference were significantly associated with negative affect and poor environmental mastery and with poor autonomy, respectively. Other positive features, i.e., odd beliefs/magical thinking and unusual perceptual experiences, were either significantly associated with happiness, positive affect, good environmental mastery, and good personal growth, or not related to any of these outcomes (50) . Notably, physical anhedonia-which is part of the negative schizotypy dimension but not of SPD-was not assessed.
EARLY DETECTION OF PSYCHOTIC DISORDERS
In clinical samples, the early detection of psychoses mainly follows an indicated preventive approach. Currently, a CHR state is alternatively defined by two complementary approaches (8, 51) : The ultra-high risk (UHR) approach, developed to identify persons with high likelihood of transition to psychosis within the next 12 months, and the basic symptom approach, developed to detect beginning psychosis as early as possible.
The UHR criteria include the brief intermittent psychotic symptoms, the attenuated psychotic symptoms, and the "traitstate" or "genetic risk and functional decline" criterion (52, 53) . The latter criterion defines the risk trait by either a first-degree family member with psychosis or by an SPD in the index patient, and the state by a functional decline. However, in clinical samples, the trait-state criterion by itself did not significantly raise risk of conversion to psychosis in recent meta-analyses (8, 54) . The attenuated psychotic symptoms criterion accounts (15, (19) (20) (21) (22) (23) (21, 22) . b According to the notion of an independent (fourth) "impaired cognition"-dimension in psychosis that, however, is commonly defined by objective neurocognitive impairments (15, 19, 20) . APS, attenuated psychotic symptoms; BIPS, brief intermittent psychotic symptoms; COPER, basic symptom criterion "cognitive-perceptive basic symptoms"; COGDIS, basic symptom criterion "cognitive disturbances".
for the vast majority of CHR patients. Attenuated psychotic symptoms are mainly defined by sub-threshold psychoticlike experiences (as earlier defined on a clinical continuum by the Chapmans) (55) and by positive features of SPD (13) . Nevertheless, attenuated psychotic symptoms differ from corresponding trait-like features of SPD (and paranoid PD) by their obligate recent onset or worsening ( Table 1) ; i.e., by capturing early state-like signs of an emerging disorder that allow the initiation of an indicated prevention (13, 56) . The trait-state distinction between positive schizotypy and APS was recently supported in a study showing significant changes in APS but not positive schizotypy over 1 year (57) . The basic symptom criteria include "cognitive disturbances" and the "cognitive-perceptive basic symptoms" (58, 59) . Of these, the latter lacked sufficient meta-analytical evidence to be already recommended for clinical practice (7) . Contrary to the trait character of schizotypy and SPD, basic symptoms decidedly have state character, as, by definition, they differ from what patients consider to be their "normal" mental self (57, 59, 60) . Basic symptoms are conceptualized as the earliest primary psychopathological correlates of the neurophysiological disturbances of information processing underlying the development of attenuated and frank psychotic symptoms, which develop based on and partly in reaction to basic symptoms (61, 62) . Thus, independently of any thought content or perception, basic symptoms are disturbances in mental processes themselves, thereby clearly differing from more content-related positive features of schizotypy and SPD, and attenuated and brief limited psychotic symptoms ( Table 1 ) (60) (61) (62) .
Studies of personality dimensions, schizotypy, PDs, and SPD, in CHR samples indicate the following:
• CHR patients, compared to CHR-negative patients, are more often high scorers on all four higher-order personality dimensions simultaneously, i.e. emotional dysfunction, inhibitedness, dissocial behavior, and compulsivity (63) , rather than exhibiting a distinct "psychosis profile, " e.g., of high neuroticism, low extraversion, and medium agreeableness and conscientiousness (64).
• Studies using positive and negative schizotypy assessments, such as the four Wisconsin Schizotypy Scales (65, 66) , suggest that pronounced physical anhedonia enhances risk for psychosis, though likely only in the presence of CHR states (67, 68) ; moreover, physical anhedonia also predicted presence of UHR but not of basic symptom criteria (67).
• Studies using SPD assessments, such as the Schizotypal Personality Questionnaire (66, 69) , in CHR patients indicated that SPD, particularly (paranoid) ideas of reference and lack of close friends, predicted psychosis (13) and that SPD assessment might help to identify CHR patients, especially those meeting the trait-state UHR criterion (70).
• When other PD were simultaneously considered, schizoid rather than schizotypal personality traits predicted conversion to psychosis in CHR patient, mainly by deficits in social interaction (that are also partly included in schizotypy assessments of social anhedonia) but not by indifference and emotional coldness (56) .
Furthermore, in clinical samples defined by schizotypal disorder, schizoid PD or SPD, up to 48% developed psychosis, which was best predicted by unusual or paranoid ideas and social isolation (13) . A similar pattern of predictors was found in nonclinical genetic-risk and community samples, in which positive schizotypy and SPD assessments of unusual and paranoid ideas and unusual perceptual experiences were main predictors of psychoses, whereby social or physical anhedonia and social withdrawal further improved prediction of psychosis-but even more of schizophrenia-spectrum disorders-in some studies (13, 71) . Thus, schizotypy and SDP features seem to detect psychosis early; yet, the psychosis-predictive power of single assessments seems to depend on the examined population and, likely, on the interplay between positive and negative dimensions (49) . Additionally, the inherent conflation of schizotypy features with distress found in inventories based on Meehl and the SPD conceptualization must be kept in mind (31) .
Furthermore, it must be observed that little is known about the role of the disorganized dimension that has hardly been studied. Thus, some effects might be misattributed to the positive and negative schizotypy dimension, as recently shown for the earlier likely misattributed association of negative affective with positive schizotypy that is better explained by one with disorganized schizotypy (72, 73) .
EARLY DETECTION OF SEVERE SCHIZOPHRENIA-SPECTRUM PERSONALITY DISORDER
Although schizotypal disorder and SPD have been studied for their propensity to predict psychosis in several studies (13) , few studies have examined their predictors. An early study followed children clinically diagnosed as "schizoid" over a mean course of 18 years, whereby "schizoid" was defined by solitude, impaired empathy/emotional detachment, mental rigidity, hypersensitivity with a tendency to paranoid ideas, and odd communication (74) . At follow-up, three quarters had developed SPD and 8% psychosis; only 13% had clearly recovered from their schizoid symptoms (75) . Moderate stability of the three SPD dimensions across adolescence, i.e., from age 11 to age16, along with a clear indication of their heritability (h² = 38-57%) (76) at each assessment time has also been reported (77) . Variance in SPD assessment scores at 16 years could be decomposed in 36% stable genetic, 3% stable environmental, 42% time-specific genetic, and 19% time-specific environmental influences, with the positive dimension score being explained by genetic variance only at age 11 years. SPD usually begins by early adulthood, and only rarely in childhood and adolescence (15) . Furthermore, an increase in schizotypy and SPD severity across adolescence with a subsequent decrease in adulthood was repeatedly reported (78, 79) . Thus, particularly when in concert with a parental schizophrenia-spectrum disorder, pronounced persistent or increasing schizotypy features (49) might currently be the best predictors of adult SPD in youth, especially when of the negative socially impaired and the positive paranoid-suspicious kind.
Other clinical (e.g., heightened anxiety levels), environmental (e.g., childhood adversity and trauma), genetic (e.g., Val allele of the Val 158 Met COMT polymorphism), neurobiological (e.g., various brain abnormalities in frontal, temporal, striatal, and parahippocampal regions), social-cognitive (e.g., poor emotion recognition), and neuropsychological (e.g., jumpingto-conclusion) risk factors of SPD resemble those described for schizophrenia (80, 81) , thus not displaying a unique pattern that could be used for its prediction specifically.
CONCLUSIONS
We conclude that schizotypy, SPD (and likely other schizophrenia-spectrum PD), and psychotic disorder are rather manifestations of discrete profiles (i.e., qualitatively distinct taxon-like clusters) of schizotypy or SPD dimensions than merely states of different severity on only one dimension. In doing so, positive schizotypy features-other than the distressing SPD feature of paranoid ideas of reference and suspiciousnessdo not appear to be pathognomonic by themselves. This is in contrast to continuum models of psychosis that mainly rely on positive features and assume a progression from positive schizotypy and SPD traits via psychotic-like experiences and attenuated psychotic symptoms to psychotic positive symptoms and, finally, schizophrenia (44) . Pathological personality processes rather seem to require an interaction of the positive dimension with the negative and/or disorganized dimension, at which, of the positive features, trait-like distressing paranoid ideas of reference and suspiciousness, which are unique to the positive SPD dimension, seem to be most relevant and a starting point on the suggested SPD-psychosis continuum that is distinct from the potentially benign positive schizotypy dimension. The SPD-psychosis continuum, however, likely also involves statelike subclinical positive symptoms such as UHR symptoms that are predictive of psychosis. In doing so, the trait or state character of the positive features might be crucial for the development of SPD or psychosis in late adolescence or young adulthood.
In light of the merits of early diagnosis, a differential early detection of incipient psychotic disorders and schizophreniaspectrum PD, guided by a comprehensive assessment of all relevant schizotypy-SPD-psychosis dimensions, is necessaryalso in light of calls for dimensional diagnostic systems (82) , yet requires more research into their differential prediction.
